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concerns include ED and ICU staffing and resources, composition of trauma teams, quality assurance, research, and injury prevention programs.
These and other guidelines must be monitored to determine if they can be applied successfully in various settings and if they are effective in improving care. Periodic reviews should assess whether modifications are necessary. For example, requirements that call for a pediatric surgeon will prove difficult to meet because of the limited numbers of pediatric surgeons in the country. One trauma center has turned, with apparent success, to committed adult surgeons and pediatric intensive care specialists to provide trauma center care for children (Fortune et al., 1992). An assessment of hospital capabilities in Maine based on the AMA categories found that some hospitals that provide essential pediatric care in rural areas would have difficulty meeting the requirements for the lowest AMA level (Maine EMS-C Project, 1991). In addition, none of the hospitals in the state was likely to be able to meet the criteria for the most sophisticated level of pediatric care. That knowledge, however, makes clear that Maine is likely to need linkages with hospitals in other states that can offer more advanced care.
In designing its new trauma system, Washington State used the three ACS categories and created two additional categories for facilities with more limited capabilities (Esposito et al., 1992). Bringing these additional facilities into the trauma system recognizes the role they play in primary stabilization of patients, makes them eligible for grant funds for education and equipment, and imposes a requirement that they meet system standards and report data to the state trauma registry. In addition, the trauma system will provide for designation of three levels of pediatric and adult rehabilitation facilities.
Implementing Categorization: One Approach
One early program to categorize the pediatric capabilities of hospital EDs was implemented in Los Angeles County in 1984 (Seidel, 1989). Two kinds of facilities are identified: emergency departments approved for pediatrics (EDAPs) and pediatric critical care centers (PCCCs). EDAPs, approved to provide basic emergency services, agree to meet standards involving professional staff (physicians, nurses), policies and procedures, and equipment, trays, and supplies on hand. PCCCs, which can provide more specialized care, agree to meet requirements that include standards for pre-hospital EMS, EDs, consultation and interfacilily transfer, access to a broad spectrum of specialized pediatric services and professionals, various support services, and educational programs for professionals and the public.
Participation in this system is voluntary and open to any hospital meeting the minimum system standards; an application process and site surveysiority category.
